Introduction .
As a result of demographic trends, West European countries are confronted with an unprecedented increase in the numbers of mentally impaired old people. A high proportion of these disorders are at present characterized by a chronic course and a poor outcome. While the prognosis for organic mental illness has improved to some extent in recent decades, the rates of mortality and chronic disability found at two-year follow-up remain very high 1. The outcome of depression in old people admitted to psychiatric hospitals is also relatively unfavourable", The few extramural studies so far reported suggest that the outlook for mentally impaired old people in the general community is not conspicuously better than for those in hospital care':", These research findings have stimulated attempts to develop a preventive approach based on systematic early detection and treatments. Such an approach must depend in large measure on the cooperation of those medical and social agencies that are in frequent contact with high-risk groups of the elderly.
The general hospital has long been recognized as one possible focal point for the early detection of psychogeriatric disorders. Bergmann and Eastham", who examined 100 elderly patients admitted to an acute medical unit, found that 23 had organic psychosyndromes and a further 29 functional mental disorders. They concluded that psychogeriatric screening could be implemented in the setting of an acute medical ward, and that by this means many early cases -especially of organic psychosyndromecould be detected and support for the patients and their relatives initiated. Similar findings have since been reported by Schuckit et al.7 , who diagnosed psychiatric illness in 24% of elderly men admitted to medical and surgical wards of a US hospital and also found that the outcome after three years, in terms of mortality and need for long-term care, was worse for the psychiatrically abnormal patients. These pioneer studies point the way to more systematic investigation, making use of the standardized screening and diagnostic instruments which have become available in recent years.
Methods
The study reported here was carried out in six general hospital departments of internal medicine in the general hospitals serving Mannheim and Ludwigshafen, two neighbouring industrial cities with a joint population of 460000. It was designed to examine the frequency and distribution of mental disorders among elderly persons admitted to these units, and to assess their short-term medical and social outcome in relation to the psychiatric findings.
The study was carried out sequentially in the different hospitals over a period of some two years. Regular weekly visits were paid to the medical wards, and all newly admitted patients between 65 and 80 years of age were identified. Interviews were carried out with individual patients only after they had signified to the nursing staff their readiness to participate in the study. Case finding and diagnostic assessment were carried out in two stages. Each eligible patient was first examined with the help of a short screening battery, the Cognitive and Affective Screening of the Elderly (CASE), specially constructed for this research project", The instrument, which takes about 15 minutes to complete, is focused on the two main aspects of mental normality in the elderly: cognitive impairment and affective disorder. At the second stage, patients scoring above the predetermined cut-oft'son either the cognitive or affective scale were examined in more detail, using the psychogeriatric version of the Clinical Psychiatric Interview 9 • 10 , which provides the basis for a profile ofBymptoms and clinical abnormalities, an overall clinical severity rating and a provisional psychiatric diagnosis. In addition, a subsample of patients who had low scores on the screening test were also interviewed, to check 
Frequency ofpsychiatric abnormality detected on: screening
The results of psychiatric screening are summarized in Table 1 . Evidence of significant cognitive impairment was found in 10.8% of the patient sample and of affective disorder in a further 17.2%. The frequency the sensitivity of the screening instrument and to assess the proportion of false-negatives.
One year later, a follow up was carried out to ascertain how many patients had died and how many had gone into long-term care. At the same time, the mental health status was reassessed at interview for 100psychiatrically ill patients and a mentally normal control group, matched by age, sex, social class and degree of disability.
Sociodemographic characteristics
The investigated sample contained equal proportions of men and women and the age distributions for the two sexes were closely similar. There was, however, a marked difference in the distribution by marital state: three-quarters of the men were married and only one-fifth widowed, whereas among the women only 28% were married and nearly 60% widowed. This difference is consistent with the greater life expectation of women and the high proportion of widowed persons in the elderly female population. of cognitive impairment did not differ significantly between the sexes, but that for functional mental illness was higher among women (21.7%)than among men (12.8%).
To obtain a more accurate estimate of the frequency of mental abnormality, the results of psychogeriatric screening were next checked against the diagnostic assessments made with the help of detailed psychiatric interviews. The screening instrument had already been tested and refined in a preliminary study ofloo patients. The revised version used in the main study was now cross-validated on a subsample of 252 hospital patients. Of those with a confirmed psychiatric diagnosis, 7.5% had not been detected on screening (false-negatives), while of those with no psychiatric abnormality, 22.0% had been misclassified as probable cases (false-positives). The screening instrument was found to be highly efficient in detecting organic brain syndromes, all patients in this diagnostic category being detected by their screening scores. It was somewhat less efficient in picking up functional mental illness, 11.7% of patients in this category being undetected on screening.
Frequency estimates for the whole sample were corrected to allow for incorrect classification on screening. A further correction was introduced for a subgroup of33 patients who had agreed to the screening procedure, but who in the event broke off the questioning or were unwilling to respond to some items, and therefore could not be given scores on the cognitive or the affective scale. Subsequent interviews with these patients revealed that threequarters of them were suffering from serioua mental impairments. The result of these corrections was to increase the total estimated frequency of psychiatric disorder in the patient sample to 30.2%, organic brain syndromes being diagnosed in 9.1% and functional mental illness in a further 21.1% of patients.
This estimated frequency is significantly higher than that to be expected by chance, as can be seen from a comparison with data for the corresponding age range, derived from an earlier field study of old people in Mannheim11. The relative excess of cases indicated in Table 2 represents an increase over that in the background population of53%. Unexpectedly, this excess is greater for functional mental illness than for organic psychosyndromes, and more pronounced for men than for women.
There is also some evidence that the mental disturbances present among the hospital patients were generally more severe than those found in the community sample. Thus, 41% of the hospital cases were given a clinical severity rating which would justify specialist referral or psychiatric admission, as 
Discussion
These research findings support the view that old people admitted to general hospital medical wards constitute a high-risk group for psychiatric disorder. and also show that in this population such disorders have a generally unfavourable prognostic significance. The reported frequency of mental illness probably underestimates the true extent of the problem; first. because some severely ill patients could not be subjected to screening and. secondly. because no single screening technique is likely to detect all types of case. Questionnaire methods. in particular. will generally be less useful for detecting early delirious or confusional states. for which immediate medical treatment is required. than they are for identifying dementing processes and depressive states. where the more important need is likely to be for medical and social aftercare following discharge from hospital. The high rates of mortality•institutional admission and dependency on others found in this sample all point to a need for such aftercare measures. However, these may be demanding. expensive and time-than once daily. Among the group with organic mental disorders the proportion was as high as 86%. Here again. although the most striking evidence of handicap and dependency was to be found in this latter group. the proportion of those with functional mental illness who required help (42.2%) was higher than that among the mentally normal (29.1%).
In Figure 1 . the situation of patients at follow up in the three main diagnostic categories has been summed up in the form of a hierarchy. with death at one extreme and a state of normal mental functioning and independent existence at the other. The differences between the three categories are seen to be pronounced. the functionally mentally ill patients occupying an intermediate position between the other two groups. 
Findings at one-year follow up
At follow-up one year later. 42% of the patients with organic brain syndromes were found to have died. as against only 18% each of those with functional mental illness and those classified as mentally normal. In this sample. therefore. the presence of functional mental illness appeared to have no effect on mortality in this first year. The proportion of patients admitted to geriatric homes. however. was higher among those with functional mental illness (11.8%) than in the mentally normal group (2.3%). and highest of all among the originally mentally impaired (15.6%). Similar comparisons of the oneyear outcome for the two matched groups of 100 patients showed that. once differences in age. sex. social class and degree of disability had been partialled out. the rates of mortality became similar. but those for admission to long-term care still differed significantly. In a further step. patients' degree of disability and dependency on others. as gauged from their daily activities and requirements for regular help and support. was assessed for all patients in the two matched groups who were still alive and could be interviewed. Dependency was rated on the 'interval' scale ofIsaacs and Neville!", which is based on the length of time for which an individual can fulfil his own basic needs without help or intervention from others.
Forty percent of the surviving patients were found to depend on regular help from other persons more Table 3 . Diagnostic distribution of confirmed psychiatric cases, according to sex compared with only 25% of cases identified in the community. Table 3 shows the diagnostic distribution for patients classed at interview as psychiatric cases. The large majority in both sexes were diagnosed as non-psychotic conditions. the distribution being in this respect similar to that found in the community survey. There was a notably high proportion in both sexes of non-psychotic depressive states. which are here counted separately. The number of diagnosed cases of alcoholism is almost certainly too low. a fact which reflects the difficulty of getting reliable data on drinking habits without the help of clinical records or of an informant. consuming, and evaluative research is still wanting to establish which forms of aftercare are effective, and for which types of case. To introduce systematic case-finding methods of the kind used in this study into hospital practice would be premature, until or unless it has been established that earlier case recognition can in fact lead to more effective treatment and care, and hence to an improvement in the prognosis-.In the meantime, it seems more appropriate to limit screening and early detection programmes to research projects and to evaluation under controlled conditions. How far hospital medical departments will eventually be able to contribute to early detection and treatment of psychogeriatric illness will probably depend chiefly on the development of their outpatient facilities, and on the extent to which these can coordinate with local community services.
